Vulvar cancer accounts for 5% of all female genital cancers and 1% of all malignancies in women. A female patient, 78 years old, with diagnosed squamous cell carcinoma of vulva stage II, was admitted to our Institution in January 2004. An exophytic tumor, size 6 x 3.5 cm which infiltrated subcutis in the area of the upper two-thirds of labia majora dexter was found during gynecological examination. Inguinal nodes were negative. Our choice was to perform interstitial brachytherapy. During the control checkup in September 2005 no tumor was observed and its previous location was transformed in fibrous tissue with shallow post-irradiative crater.
INTRODUCTION

I
nvasive vulvar carcinoma is a rare disease that accounts for approximately 4% of gynecologic cancers (1) . It is predominantly a disease of postmenopausal women, the age specific incidence increasing with increasing age. Predisposing conditions probably include obesity, hypertension, and diabetes. The most important epidemiologic factors that have been associated with the development of vulvar cancer include granulomatous infection, herpes simplex virus, and human papillomavirus. The human papillomavirus has been identified in invasive carcinomas and preinvasive lesions of the vulva (2).
Ninety percent of cancers are squamous in origin, while melanomas, adenocarcinomas, basal cell carcinomas, verrucous carcinomas, sarcomas, and other rare malignancies also occur.
Approximately 70% of vulvar squamous carcinomas involve the labia majora or minora, most frequently the labia majora. Fifteen percent to 20% involves the clitoris, and a similar proportion involves or arises in the perineum. In approximately 10% of cases, the lesion is too extensive to permit determination of the original site, and in approximately 5% of cases, In general, irradiation encompasses the vulvar area, the inguinal femoral nodes, and, in some patients, the pelvic lymph nodes, while minimizing the dose to the femoral heads.
In the occasional medically inoperable patient, small superficial lesions may be controlled with 60 to 65 Gy. For larger tumors, the primary lesion should be irradiated with reduced fields to a dose of approximately 70 Gy.
Usually parallel opposed anterior and posterior portals are used, preferentially loaded anteriorly (or a high-energy photon single anterior beam with bolus is used) to cover the vulva and the regional lymphatics and deliver 45 to 50 Gy to an appropriate depth. After a dose of 45 to 50 Gy is delivered to the vulvar area, a 6-to 9-MeV electron beam or low-energy photon beam (4 to 6 MV) aimed directly at the vulva is used to deliver an additional 10 to 20 Gy to gross or microscopic tumor volumes. An interstitial implant may also be considered to deliver the boost dose to the primary tumor. If the resection margins are microscopically involved or if there is gross residual tumor, an additional dose of 15 to 20 Gy should be administered with reduced portals or an interstitial implant. Koh et al. incorporated concurrent chemotherapy into the RT regimen for locally advanced vulvar carcinoma finding a 50% complete response rate (13, 14) .
CONCLUSION
Interstitial implants with Microselectron -HDR can provide an adequate (homogeneous) dose distribution to vulvar carcinoma. An interstitial implant may also be considered to deliver the boost dose to the primary tumor and in the reduction of mutilating surgery for vulva cancer.
